SafeGuard Vision Enroliment Form

for California
How to Enrolilk:
Please print clearly when completing the Enroliment Form and return it to your Benefits Coordinator or SafeGuard
Benefits Coordinator Use Only
Group/Employer Name Group No. Effective Date Date of Hire

Subscriber’s Information
Last Name

First Name Mi Subecriber SS#

Home Address Apt #

City State Zip Code
Mais/Female | Date of Birth Home Telephone Work Telephone Ext.

( ) ( )
Check one:
O Empioyee Only [J Employee + Spouse [J Empioyee + Children O Employee + Famity O waive Coverage
Dependent Information
N Male/ | Dats of Birth

Please Print Last Name First Name Mi Femals| Wo. ] Day Tyem:
Spouse

Child

- ~

Primary language: Please note any communication impairment:
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California law prohibits an l-uvtatfrombohgroqulndwlucd by heaith lmnmeompanlnaacoadhbn of obtaining health
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Yowr Name (Please Print) Your Signature Date

Walver of Coverage
| have been given the Opportunity to apply for group vision insurance, but:

O 0o not choose to elect this coverage.
O Am covereq under spouse’s vision plan with

Name of Insurance Company

SHLVISION-CA APP



